Spirituality is an essential component of the care of patients with serious illness and those that are dying. Dame Cicely Saunders developed the hospice movement based on the biopsychosocialspiritual model of care, in which all four dimensions are important in the care of patients. Of all the models of care, hospice and palliative care recognize the importance of spiritual issues in the care of patients and their families. The National Consensus Project Guidelines for Quality Palliative Care, in the United States, provides specific recommendations about all domains of care including the spiritual domain, which is recognized as a critical component of care (The National Consensus Project for Quality Palliative Care www.nationalconsensusproject.org). Studies indicate that the majority of patients would like their spiritual issues addressed, yet find that their spiritual needs are not being met by the current system of care. Interestingly, spirituality is the one dimension that seems to get slightly less emphasis than the biopsychosocial dimensions of care. Some reasons may include the difficulty with definitions of spirituality for clinical and research purposes, the time constraints and financial burdens in the current healthcare system in the United States, and the lack of uniform training for all healthcare professionals. Yet, there are theoretical and ethical frameworks that support spiritual care as well as some educational models in spirituality and health that have been successful in medical education in the United States. Spirituality can be seen as the essential part of the humanity of all people. It is at its root, relational and thus forms the basis of the altruistic care healthcare professionals are committed to. Spirituality has to do with respecting the inherent value and dignity of all persons, regardless of their health status. It is the part of humans that seeks healing, particularly in the midst of suffering. Spiritual care models are based on an intrinsic aspect that calls for compassionate presence to patients as well as an extrinsic component where healthcare professionals address spiritual issues with patients and their loved ones. Currently in the healthcare system, evidence-base models are the criteria for practice recommendations. Yet, spirituality may not be amenable entirely to strict evidence-base criteria. As hospice and palliative care continues to develop as a field, healthcare professionals are challenged to think of ways to advocate for and include the spiritual dimension of care.
INTRODUCTION
Twenty years ago I accompanied my partner and friend, Eric, through his journey with leukemia-from diagnosis to death. Eric spent the last year of his life in and out of hospitals where he eventually died. Neither of us knew about hospice, and his physicians and nurses never offered hospice as an option. But they were kind in giving us passes to go home and live our lives as normally as possible. I will cherish those passes forever, as they allowed Eric and me to live outside the confines of lab tests and hospital beds. His illness became less of a focus, allowing both of us to be present to the moments of joy and sadness with some authenticity and without the distractions of the hospital environment.
Eric's treatment goals were focused on cure and even when therapy seemed to no longer be effective, there were no discussions about dying. Five days before Eric died, he told me "things must be bad now." He said the intern had come in to discuss code status with him (i.e., whether Eric wanted to be resuscitated or not in the event of a cardiac or respiratory arrest). Eric was hurt that his physician of many years could not bring up these issues with him personally. It was clear to both of us that signing such a form was some ritual you do when doctors give up on you. Eric's sadness and confusion triggered a deep anger within me. I stormed out insisting that the attending physician be paged. A few minutes later the oncology fellow walked up and took me to the family consultation room. He was kind, compassionate, and explained that due to the chemotherapy Eric's platelet count was low and he probably would not survive a resuscitation code. Thus, he recommended that we sign a DNR (Do Not Resuscitate) status. While, the "D" word, death, did not come up, it was clear to me from the conversation that Eric might die soon. But there was also hope-should his platelets regenerate he might get better, just maybe. I remember bringing the form to Eric to sign and feeling a sense of aloneness and isolation. My instinct told me he was dying but I had no one to turn to for advice and support. Eric signed the form and laid it on the bed stand. We sat in silence, each of us wrapped in confusion, sadness, and fear but not knowing where to go and how to get out of that space of despair. The form also seemed to signal less activity. We spent more time alone in the room-vital signs were not checked as often, which meant people were not around as much. The evening Eric died, I got a call from a nurse apologizing for her candor in letting me know that Eric was dying and that perhaps I should come in. I so appreciated her courage and her honesty. It let me face the reality of the situation, tears and all. She was also there to help me clean his body after he died and sat with me in my grief.
Years later, I worked with Dr. Joanne Lynn, one of the pioneers of hospice and palliative care. Through her I got to know the work of Cicely Saunders and learn about this incredibly important movement that was well established in Britain and was beginning to be recognized in the United States. What an incredible model of care: attention to not only the physical dimension of the person but also the emotional, social, and spiritual as well. I could not help but wonder how different Eric's final year would have been had we had access to such care.
HOSPICE AND PALLIATIVE CARE ADVANCES
How far we have come from the time when people like Eric had only one choice: to fight for life and then quietly die in a confusing and often isolating hospital environment, in the midst of aggressive treatment. Today, more medical schools and residency programs are teaching courses on end-of-life care (Weismann, Ambuel, Norton, et al., 1998) . Numerous training programs for physicians and nurses, such as End of Life Nursing Education (ELNEC) (www.aacn.nche.edu/elnec/curriculum) and Educating physicians on end of life care (EPEC) (www.epec.net/EPEC/webpage/index/cfm) are available to give healthcare professionals the skills for effective care for patients who are dying or facing serious life choices. The Center to Advance Palliative Care (CAPC) trains healthcare professionals in the development of palliative care teams in hospital settings (Meier, Morrison, & Cassel, 1997) . The courses focus on communication skills, advance care planning, and appropriate symptom management. Armed with such information, fewer patients and families have to deal with the confusing conversations Eric and I dealt with. More patients are being given the chance to make choices about how to live life while dying.
SPIRITUALITY
Of all the models of care, hospice and palliative care recognize the importance of spiritual issues in the care of patients and their families. The National Consensus Project Guidelines for Quality Palliative Care provides specific recommendations about all domains of care including the spiritual domain, which is recognized as a critical component of care (The National Consensus Project for Quality Palliative Care www.nationalconsensusproject.org). Yet, interestingly, this is the one dimension that seems to get slightly less emphasis than the biopsychosocial dimensions of care. Spiritual issues are underrepresented in the research articles on palliative care (Puchalski, Kilpatrick, McCullough, & Larson, 2003) . In national conferences on palliative and hospice care, spiritual issues have less of a representation than symptom management. However, compared to general medicine research articles and other medical meetings, palliative care clearly pays greater attention to this important dimension of care.
One reason that spirituality may be the underemphasized domain is that spirituality is difficult to define, both for clinical as well as research purposes (Hufford, 2005) . Spirituality is highly subjective, and thus it is difficult to create a one-dimensional definition that would be applicable to all people in all circumstances. Despite this, there are many definitions of spirituality in the literature that even add to the complexity of how to approach this topic. Some measures have included religious attendance or frequency of prayer (Koenig, McCullough, & Larson, 2001) , while others have looked at more existential or philosophical constructs such as meaning in one's life or satisfaction with achieving life's goals (Cohen, Mount, Strobel, et al., 1995; Katsuno, 2003) . In the nursing as well as social work literature, spirituality is understood in terms of relationship, and specifically the loving and caring relationship formed with patients and others (Govier, 2000) . In a study of spirituality among the terminally ill, Reed defined spirituality as a relationship outside one's self: "Spirituality is defined in terms of personal views and behaviors that express a sense of relatedness to a transcendent dimension or to something greater than self" (Reed, 1987) . For many, these existential questions are mainly expressed in a formal religion by the belief in a deity, the theology of the religion, the concept of an afterlife, and the rituals and practices of the religion used to express those beliefs. Many religious traditions have a rich tradition and experience in giving meaning to the causes of suffering and of how to restructure this suffering into a positive experience. There is also a growing movement, secular humanism, where people find meaning and purpose through non-religious values and beliefs and practices. Elkins further defines spirituality in terms of values and "as a way of being and experiencing that comes about through the awareness of a transcendent dimension. Spirituality is characterized by certain identifiable values in regard to self, others, nature, life and whatever one considers to be the Ultimate. . . . It is that which gives one purpose, meaning, and hope and provides a vital connection" (Sumner, 1998) .
Spirituality comes from the word spirit, in Latin "spiritus," which means breath or breathing. In Hebrew, the "Ruah" means the breath of God. The Old Testament begins with the Book of Genesis and the Story of Creation: "At the beginning of God's creating of the heavens and the earth . . . God's spirit (ruah) hovered over the face of the waters. And God formed the human . . . blew into the human's nostrils the breath of life and the human being became a living being" (Zucker & Taylor, 2006, Chap. 13) . Spirituality is the very essence of who we all are as human beings-it is the source of our life, our being. It is that dimension that brings meaning to our lives (Frankl, 1963) . Some dimensions of spirituality are listed in Table 1 .
In my work in developing courses for medical schools in spirituality and health, we took all these diverse definitions and attempted to create a definition that encompassed the complexity but allowed for practical application to the clinical setting. This definition states: "Spirituality is recognized as a factor that contributes to health in many persons. The concept of spirituality is found in all cultures and societies. It is expressed in an individual's search for ultimate meaning through participation in religion and/or belief in God, family, naturalism, rationalism, humanism, and the arts. All of these factors can influence how patients and health care professionals perceive health and illness and how they interact with one another" (Association of American Medical Colleges, 1999).
Thus, using this definition, it is clear that in the care-giving relationship, it is not only the patient's spirituality that is important but also that of the professional caregiver as well. The definition focuses on spirituality as essential to who people are as humans, how they find meaning, what values they may have, and how people relate to one another. In this framework, spirituality is essential to healthcare.
THEORETICAL FRAMEWORKS
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An awareness of something greater than oneself; sacred, divine, God, higher power, energy force Connection to self, others, God, sacred, nature Beliefs, morals, standards that guide one in life; experiential appreciation of beauty, love, nature patients into their healthcare comes from three theoretical models of care. First, patients-centered care supports the inclusion of patients' beliefs and values in their understanding of illness and in their healthcare decision-making processes. The second model is the biopsychosocialspiritual model of care, which emphasizes the holistic approach to all dimensions of a patient's experience with illness and health-the physical, social, emotional, and spiritual. This is the basis of hospice care, which Dame Saunders used to develop the hospice model. Finally, the model of compassionate care calls for physicians and other healthcare professionals to be present to patients in the midst of their suffering and to work with patients out of a service-oriented, altruistic model of care-i.e., medicine as value driven not economically oriented. Many organizations, such as the American Medical Association (AMA), the Association of American Medical Colleges (AAMC), the American College of Physicians (ACP), and the American Nursing Association (ANA), hold their professionals accountable to be compassionate and altruistic in their interactions with their patients. Compassion and altruism are spiritual values. Historically, the hospitals in the United States were founded on these spiritual values. In addition, the Joint Commission on Accreditation of Healthcare Organizations (JCAHO), which accredits U.S. hospitals, requires that pastoral care be available to all patients who request it.
ADVANCES IN SPIRITUAL CARE
There have been many advances in the education of physicians in spirituality and health (Marr, Billings, & Weismann, 2007; Puchalski, 2002, Chap. 58; Puchalski, Larson, & Lu, 2000 . Today, the majority of medical schools teach courses on spirituality and health because of the recognition that spirituality, defined broadly as that part of people that seeks meaning, is essential to healthcare, to the patients' stories, and to the impact on healthcare decision making and coping. Inherent in this definition is the inclusion of all types of spiritual, cultural, and religious beliefs and practices. Diversity of human experience in this area needs to be respected and included. There are also clear ethical standards that demand a patient-centered approach, where the patient's beliefs and practices are respected and any coercion, proselytizing, or ridiculing of patients' beliefs is unethical.
A spiritual care model used in many of these courses, as well as in hospital settings and hospices, is that it is the obligation of all healthcare professionals to attend to patients' spiritual concerns, issues, and symptoms but that the chaplain is the trained spiritual care professional and the one that the team refers to for expertise in this area (Puchalski, Lunsford, Harris, & Miller, 2006) . The basics of spiritual care is that all people, regardless of their physical or mental abilities and regardless of their ability to think clearly or function actively, have an inherent value and dignity that must be honored and respected. Patients want and need more than the technical aspects of medical care; they need love and concern, and this is what spiritual care is grounded on. Therefore, integral to spiritual care is our being present to patients in a compassionate and attentive way-present to their suffering, their being, and their journey throughout their illness. It means being a companion to people in the midst of their suffering, partnering with the patients as they deal with their suffering. Healing, then, is not a cure but a movement from the chaos often associated with illness and crisis to a place of groundedness and peace within that chaos. It is a restoration of relationships, meaning, and purpose. That meaning is often a new meaning for the person who is affected by the experience of facing death and seeing oneself and others in a new and perhaps deeper light.
Practically, spiritual care calls upon all healthcare professionals to communicate with patients about their spiritual beliefs and values. Thus, a spiritual history should be something integrated into the intake forms and histories that all healthcare professionals do routinely. There are three spiritual histories that are useful: FICA (Puchalski, 2006; Puchalski & Romer, 2000) , Hope (Anandarajah & Hight, 2001) , and SPIRIT (Maugans, 1996) . These are tools to help open up the conversation about spiritual beliefs and values and to help healthcare professionals integrate a patient's spiritual beliefs, values, or practices into the treatment or care plan. The FICA tool, developed by a group of primary care physicians I convened and was part of, is listed in Table 2 for your reference. The tool provides a simple means of conducting a spiritual assessment. This tool is used by physicians, nurses, social workers, chaplains, and other health professionals. The spiritual history can be done as part of the social history of any new intake visit or annual exam and at follow up visits as appropriate. More information on this tool and others is available in the references.
SPIRITUALITY IN THE CARE OF PATIENTS WITH SERIOUS ILLNESS AND AT THE END OF LIFE
While spirituality is critical for all patients, it becomes even more important in the lives of patients who are facing serious life-threatening illness or those who are dying. All people need to have meaning and value in their life. This sense of meaning and value is what gives each person dignity and self-worth, and to die without that is the "ultimate indignity" (Sulmasy, 2002) . Spiritual issues include meaning, hope, forgiveness and reconciliation, love and connection to others/God/sacred, and the patients' experience of life in the midst of their suffering and in relationship to whatever or whoever they see as transcendent.
In providing whole-person or patient-centered care, there is recognition that all of the four dimensions-physical, emotional, social, spiritual-are intertwined, and how a person is doing in one dimension can affect other dimensions as well.
In looking at quality of life, all four dimensions affect quality of life. The World Health Organization has said that spirituality is an important dimension of quality of life (World Health Organization Quality of Life Assessment Group, 1995) . Therefore, spiritual distress can impact physical pain and emotional angst. It is critical that all dimensions are addressed in order to provide the best medical care.
Spirituality is also important in the care of patients' families and loved ones. Studies have indicated that spirituality is helpful for caregivers in dealing with the stresses of caregiving (Puchalski, in preparation) . Caregivers note that their spiritual beliefs and practices give them strength to cope, help them find meaning in their caregiving and help them accept the mysteries of life and of death. Finally, after the death of the loved one, caregivers' spiritual beliefs may also help with coming to terms with the loss.
Thus, the care of dying people requires that in addition to focusing on physical symptoms, attention should be given to spiritual issues. This is critical if the person is to be healed. Healing can happen if the healthcare professionals provide the opportunity and resources for patients to talk about their despair, hopes, fears, and issues of meaning, connection, and dignity, and if they provide "Are you a part of a spiritual or religious community? Is this of support to you and how? Is there a group of people you really love or who are important to you?" Communities such as churches, temples, and mosques can serve as strong support systems for some patients.
Address/Action in Care.
"How should the healthcare provider address these issues in your healthcare?" Referral to chaplains, clergy, and other spiritual care providers.
resources for patients to resolve these issues and come to some understanding of who they are in the midst of their dying. These resources might be referral to a chaplain, pastoral counselor, or spiritual director, encouraging the patients to journal or write about their feelings and experiences, or providing religious readings, sacraments, or rituals to the patient if desired by the patient and/or family.
Once the healthcare professionals obtain a spiritual history, the spiritual assessment and plan can be integrated in the overall treatment or care plan. An example of an assessment plan including all the four dimensions of care, including the spiritual, is listed in Table 3 .
TODAY'S PALLIATIVE CARE AND HOSPICE MODELS: ARE WE MEETING OUR PATIENTS' SPIRITUAL NEEDS?
Studies have indicated that the majority of patients view religion and spirituality as personally important and experience spiritual needs (Balboni et al., 2007) . Other studies have shown that patients in general want spiritual issues addressed, but particularly at the end of life or when facing a serious illness (McCord, Gilchrist, Grossman, et al., 2004) . Dame Cicely Saunders was a staunch advocate of spirituality as essential to the care of hospice patients, and spirituality Pain is well controlled; continue with current medication regimen. Nausea; still has episodes of nausea and vomiting. Add Phenergan Anxiety about dyspnea that may be associated with dying; anxiety affecting sleep at night. Referral to counselor for anxiety management and exploration of issues about dying. Add Ativan to pm medication regimen prn Patient has issues about Medicare coverage of hospice-refer to social worker to explain benefits and reassure patient has always been recognized as an important dimension of the hospice and palliative care model. Yet, the study by Balboni and colleagues showed that religious and spiritual support among advanced cancer patients was not supported by the patients' religious communities or by the medical system (Balboni et al., 2007) .
There may be many reasons for this, but I would propose that the key factor is that most healthcare professionals are stressed with time constraints, lack sufficient training in spirituality and end of life communication skills, and lack attention to their own spiritual needs to be able to address this dimension with their patients. What is required of spiritual care is a letting go of the need to control and an ability to be comfortable with mystery and the unknown. Caring for dying people forces one to face questions that have no answers, to help people make decisions for which there are no absolutes, and to open oneself up to sadness, grief, and loss when the patient, which one has been caring for and loving, dies. This is not an easy task and, in some ways, focusing on the physical is more comfortable and known territory.
Finances also affect how and what care is delivered. The same pressures stress hospices as the rest of healthcare-staff shortages, high turnover rates, the pressure to be strictly evidence based and time effective. Thus, when pressed for time, it is easier to adjust pain medicines than to take the time to hold someone's pain and listen to deep distress and hopelessness.
MYSTERY
As mentioned above, one of the first steps to good care in palliative care and hospice care is honoring the mystery of life and death. The mystery is what may make spiritual care harder to do, but it is also the aspect of care that makes caring for dying patients so important and rewarding. To be able to sit in silence as someone grapples with the unknown, and through the silence and the compassionate presence facilitate healing of that person, that is a profound act of love and of honoring the dignity of each person we treat.
Medicine in general, and also hospice and palliative care, is increasingly moving toward an evidenced-based model where accountability in medical decision-making is based on reductionistic scientific evidence. Proponents of spirituality and health, therefore, are attempting to study spirituality in the traditional scientific method in order to obtain the requisite data to show effectiveness and positive outcome. I would argue that this might not be the best approach to all dimensions of care. Scientific, reductionistic frameworks and analysis may not be the best models in which to understand the observed phenomena that spiritual and religious beliefs are important to people and that those beliefs and practices may impact how patients understand and cope with illness, grief, and loss.
While science has enabled many significant advances in medicine, it does not have answers for the ultimate question of life and the questions that many of our patients face:
• Mystery is an inherent part of all our lives. People rail against it, demanding answers and solutions: "Doctor, when will I die, how long do I have to live, why did this happen to me?" "I do not know," the honest and most genuine answer, is barely spoken as physicians and other healthcare professionals scramble to get answers with expensive tests and life-prolonging solutions. It may be that acceptance of mystery, without proof and with dignity, may be the pinnacle of healing for many people-caregivers and patients alike. And this may be where spirituality and health has its strongest partnership-in the acceptance that we need not have all the answers and solutions, all the data and proof, and all the evidence that supports what many call basic excellence in practice: caring for patients with compassion, dignity, and respect. This type of care means respect for the person, for their beliefs and values, and a commitment to be present to another in the midst of their suffering without the need to have answers for that suffering. Healing comes from within a person, from their ability to tap into hope and to be able to love and feel connected to others and to God/Divine; however people understand that for themselves.
CHALLENGE FOR THE FUTURE OF HOSPICE AND PALLIATIVE CARE
If hospice and palliative care are to provide the type of care Dame Saunders envisioned then we must integrate spirituality fully into the systems of care for our patients with serious illness and for those who are dying. Is evidence needed for that? If so, what type of evidence? Do patient stories suffice? Are ethical mandates enough? Are there other research paradigms that can help support the observations that spirituality and religion are important to many people? Perhaps the very mandate that the human person is of value and deserves to have his or her dignity honored and respected is criterion enough to mandate spiritual care as essential to the care of a person with serious illness and those near the end of life.
As a clinician educator, palliative care physician, and person who experienced the death of a loved one in isolation and with many of our spiritual needs unmet, I challenge all healthcare processionals to reflect on what gives our personal and professional lives meaning-why did we become healers and how is that calling reflected in what we are doing? All of us walk the line between certitude and mystery in all our dealings with our patients. All of us have the potential to help our patients tap into their own resources of strength, hope, and meaning. In order to do that, what type of scholarly work, research, or experience would you find necessary to support your work? Is patient experience enough? Would data solidify the full integration of spirituality into healthcare? Should spiritual care competencies be driven by science, or ethics, or patient needs? Should the healthcare professional have a spiritual practice to sustain their work but also to help them provide excellent spiritual care? Finally, our education system needs to have more uniform training in interdisciplinary spiritual care. These are the questions that will propel the field of spirituality and palliative care into the next level where it can become more fully integrated into our hospice and palliative care programs as well as healthcare in general. The palliative care biopsychosocialspiritual model of care that Dame Saunders built the hospice movement on is an excellent model of care for the dying and for all persons-from birth to death. 
